When a chronic ulcer perforates, the immediate indication is to close the opening; if the condition of the patient will permit, the treatment appropriate to the ulcer should be carried out. If this is impossible it should be done three months later. If this is neglected, a second perforation of a chronic ulcer is by no means uncommon, for closure of a perforation of such an ulcer is even less likely to lead to cure than exciiion.
HIImorrhage is a very dangerous complication in chronic ulcer. Usually coming from an artery in its floor, it is comparable to secondary haemorrhage. If there is a suspicion, from the history, that the ulcer from which the bleeding is proceeding is chronic, operation should be carried out as soon after the first bleeding as the patient's condition will admit; this is usually in thirty-six to forty-eight hours; the patient meanwhile being kept under morphia and given rectal salines.
The bleeding point must be dealt with directly and the ulcer treated; the exact operation must vary with the condition of the patient but it is unusual to find that destruction by cautery and gastro-jejunostomy cannot be carried out.
In conclusion, the treatment of gastric ulcer, in its early or acute stage, consists in dealing with infection and controlling the composition of the gastric contents. Failure to cure by medical means is the indication for operation.
In chronic ulcer the quickest and safest method of treatment is operative and it should ever be borne in mind that chronic gastric ulcer is a precancerous condition.
The surgeon must remember to impress on the patient that care must be exercised in diet for at least three months and time allowed for the jejunum to become accustomed to its. mechanically abnormal contents.
Although the treatment of chronic gastric ulcer by operation is at the present time the most rapid and successful method, I look forward to the time when early recognition of its cause will abolish the need for measures which, although restoring the patient to health, materially alter the physiology of digestion.
Dr. A. BERTRAM SOLTAU.
In the discussion the infective origin of gastric ulcer has been emphasized, or at any rate the possibility that it does not necessarily originate from a local cause in the stomach, but may result either from swallowed bacteria or toxins, or, by means of the blood stream, from some distant infective focus. This point should constantly be borne in mind, and those engaged in teaching should particularly inculcate its importance. Gastric ulcer is not necessarily, or even frequently, an isolated lesion, but often only one expression of an infective process.
As regards treatment, there is general agreement that certain types of case require operation, including both those cases with repeated ha3morrhage which threaten life, and those with persistent relapses despite careful treatment and dieting. Probably we are also equally in agreement that the acute peptic ulcer is essentially a medical problem, for such an ulcer should invariably be cured by, and remained cured under, medical treatment.
Whether or not the chronic ulcer-the " B " ulcer as it has been termed-is the same type of lesion as the acute is a very difficult problem to determine. Personally, I am inclined to regard them as two distinct entities. I have not often found that the chronic ulcer occurring in the fourth decade of life is preceded by any history suggestive of the acute ulcer in earlier life. It is not likely that such an occurrence as an acute ulcer will have been forgotten, for its dominant symptom is pain, and that is the one symptom the memory of which is ineffaceable in the patient. The treatment of the chronic ulcer is the debateable ground upon which physicians and surgeons meet in conflict and disagreement. The object of this meeting is not to hear the results which special surgeons or physicians have obtained, but rather to determine a rational line of treatment which can be followed by the mass of the profession.
The chronic ulcer should at first be treated on general medical principles. At what point should such treatment be despaired of ? How many relapses should be allowed before the physician confesses that the case is beyond him ?
As a partial answer to this question I suggest that it depends upon the economic position of the patient. Undoubtedly it is possible, if not to cure, yet to render life reasonably safe and comfortable, by constant care in dieting and treatment for those who are in easy circumstances and not dependent on their efforts for a livelihood. Those, however, who are condemned to a wage-earning existence cannot take the required care of themselves, and for these an operation is more necessary. At the best, twelve months are needed to secure a reasonably good result in these cases, and if such a period of time be not available it seems wiser to advocate an early operation.
Operation, however, must not be embarked upon in a light-hearted way. Whilst published statistics and surgical literature suggest the fact of a very large measure of success, it would be folly to suppose that, leaving aside the operation mortality, the end-results are uniformly successful. In practice I know of a lamentable number of cases which have not been bettered by operation, but have continued to suffer from pain, wasting and vomiting. This is due in part to faulty diagnosis, to operation on an atonic stomach possibly not ulcerated at all, to errors of technique, to failure to remove the distant infecting focus, and particularly to faulty after-treatment.. It is so easy to assure a patient that operation will cure him, and yet to forget that operation is only an incident, and not always the important one, in the treatment. The psychological side of the question must be remembered,-the fact that an operation inflicts a mental trauma on the patient, which takes moniths to heal, and that during that period he needs continual care. The surgeon must either be prepared to bestow this care or to hand the case over to a physician. Too often the demarcation between medicine and surgery is emphasized. Students must be taught that a case is not medical or surgical according to the accident of the ward receiving him, and that meticulous attention to details of treatment is as essential in after-treatment as in the ritual of the operating theatre.
The difficult problem we are discussing to-day will. only rightly be solved by team-work, in which the physician, the surgeon, the radiologist and the pathologist are united in endeavour, instead of appearing to be in opposing camps. At stated intervals I review the results of my gastric operations in order to get in touch with my old patients, and thus obtain some idea of my results. Late complications, if they occur, will probably be established in two years, and indeed there will be indications of coming trouble in six months.
The last period of review embraced 118 consecutive cases, of which fiftyone were gastric, sixty-four were duodenal, and in three there were ulcers
